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Mr. WAGGETT said it would be an interesting experiment to tie the external jugular vein. If this vein were pinched without deep pressure, the murmur at once ceased. He had a somewhat similar case in an old lady, who had an audible murmur for half an hour after eating.
Mr. C. G. LEE said that some years ago he saw a young lady who had been trying to emulate her brother in carrying a sack of flour across the room. She did so, but immediately after she heard a noise in her ear. She consulted him within a week, and the bruit was then easily audible. She was now married and had a family, so he supposed the aneurysm, which he presumed it was, had disappeared.
Dr. FITZGERALD POWELL suggested that before any vigorous treatment was adopted efforts should be made to raise the blood pressure. He thought 10 rTl or 15 1lt of adrenalin should be given three times a day.
The PRESIDENT (Dr. Law) said the noise was stopped by the slightest pressure on the vessels of the affected side, and considerably lessened by stronger pressure on the vessels of the opposite side of the neck.
Mr. A. L. WHITEHEAD doubted the necessity of doing anything, as the child did not suffer any discomfort. Compression of the external jugular did not altogether stop the tinnitus; therefore ligature of this vessel would only give partial relief, which would probably not satisfy the patient.
Mr. HERBERT TILLEY, in reply, said it was difficult to know how long the noise had been present; the mother that day said it must have been there two years ago, as the child "thought there was a bee in the room." He did not believe it was constitutional, or that iron or adrenalin would act beneficially in any way. If it were constitutional, probably a similar murmur would be heard over the jugular vein or pulmonary artery. She had had no illness, and there were no cardiac or circulatory lesions. He agreed with Mr. Whitehead as to operation: no operation should be undertaken unless the noise became a nuisance to her, in which case it might be well to tie the external jugular. THE notes upon the histories of the cases are only intended to present the reader with a general view of the course of events; the points we wish to place before the Section being the results of the tests for labyrinthine disease after operation, mastoid or labyrinthine. inegative. Rotatory test, 10 by right, strong nystagmuiiis, 25 seconds; 10 l)y left, very slight nystagmus. The cases we are presenting to the Section have not been selected in any way to illustrate peculiar points, but consist of those cases which have been attending at the hospital during the timiie we have been working together, and they are brought forward in the hope that they will prove of interest as having a bearing on still moot points, and as being in general of interest from the point of view of labyrinthine symptomatology. The points to which we would draw attention are that all the cases, with the exception of one, suffered fromii vertigo during recovery from the radical mastoid operation, although this was in every instance brought to a completely: successful issue; that postoperative vertigo continued in three cases, and was so severe as to necessitate destruction of the labyrinth; that in two of the cases, Nos. VII and VIII, although vertigo was absent in Case VII, and there was no history of a definite attack, but onily of some slight loss of equilibrium, yet in both these cases the calorie irritability on the same side as the radieal mastoid was negative. These imiay be classed as latent labyrinthitis (Barany). In Case I, which was associated with very severe attacks of vertigo, at the radical mastoid operation a distinct depression was seen over the promontory of the external semicircular canal, and in this case it is shown that complete recovery may occur, both as regards vertigo and the function of the labyrinth, as proved by the caloric or turning reactions; that as regards caloric and turning reactions mnore reliance should be placed on the former, as is shown in Case VI, in which ten months after the labyrinth was removed the turning reaction was equal on both sides; that in cases where the labyrinth was removed by operation, the caloric reaction, as would be expected, was negative.
Summary of the Post-operative Tests in Eight Cases of
With regard to nystagmus in these labyrinthine cases, in No. III. there was no spontaneous nystagmus a few weeks after the operation; in one, No. VI, there was slight right and left nystagmus. With regard to the nystagmus immediately after the operation there was usually strong nystagmus to the sound side, which gradually diminished until in a few weeks there was either no spontaneous nystagmus or slight right and left. In Case III the nystagmus was never very strong, and it disappeared in one week, whereas in Case V the nystagmlus was most marked on looking towards the operated side. This is said to point to an intracranial lesion. In regard to Cases VII and VIII-so-called latent labyrinthitis-in neither of these was any spontaneous nystagmus noted. In both these cases the turning nystagmus was much below the normal on testing the affected ear.
DISCUSSION.
Mr. CRESSWELL BABER said the Section was much indebted to the authors for the series. He had recently seen BArAny do many of the tests, and he asked whether the authors had used the caloric reaction under the anesthetic after performing the radical operation. BArAny employed it under light anaesthetics as the patient was coming to. There was on using cold water only a slow movement towards the side being tested, the quick nystagmus being abolished by the anaesthetic. Also, had the authors had any experience of the "fistula symptom" produced by condensation and rarefaction of air in the meatus in any case before operating on the labyrinth? Dr. MILLIGAN asked what was Mr. Lake's experience of the relative value of the caloric and rotation tests.
Dr. DAN MCKENZITh, referring to the classification of labyrinthitis into "serous" and "purulent," suggested that the terms " mild " and " severe " were preferable.. He drew attention to a paper of his on the clinical value of the labyrinth tests1 in which a modification of Barany's caloric test was described. It consisted in a measurement of the period required to evoke nystagmus. In that paper, also, he had reported several cases of circumscribed labyrinthitis cured by the radical mastoid in some of which the vestibular sense was found to be impaired after -the cure. With regard to vertigo coming on after the operation, he drew attention to that class of mild post-operative labyrinthitis where the phenomena of vestibular irritation, though well marked at the onset of the attack, rapidly disappears, leaving the labyrinth functionally intact. Alexander had recently described three of these cases. The speaker suggested that their occurrence -was due to interference with protective granulati-on; tissue on the-outer wall oi the labyrinth.
Mr. A. L. WHITEHEAD asked for further information. In Case II the note said " bone over external semicircular canal destroyed, and membranous canal exposed for about three-sixteenths of an inch"; did they mean that it was removed for three-sixteenths of an inch? In Case IV he said "labyrinth opened"; did he mean the complete operation, or that a portion of it was opened ?
Mr. WEST took exception to the use of the terms mild" and "severe" as an improvement on such definite statements of pathological observation as were implied in the terms "serous" or "purulent." In the latter we had at least some fixed standard by which things might be judged; in the former the standard was free to vary with the ideas of the person reporting the case. It would be difficult to say that any true case of post-operative labyrinthitis was of such a nature that serious consequences could not ensue. Broadly speaking, Mr. Lake's results seemed to agree with those which were the common property of all who had had much to do with sucWcases. It came to this, that where there was a simple fistula of the external canal with a functional labyrinth, the performance of the radical mastoid operation without interference with the labyrinth was in the great majority of cases adequate treatment, and these patients would, after such an operation, be left with an apparently normal labyrinth so far as tests went. But if the patient had had a general infection of the labyrinth or invasion of the vestibule before operation, or if at the time of operation the vestibule were opened, that patient would afterwards show a negative response to all tests. One met with occasional exceptions to both these generalizations; very rarely one saw cases of slow progressive infection of the labyrinth, extending from a fistula of the canal, which at the time of primary operation did not involve the membranous labyrinth, and the condition required further operation of a destructive kind for the relief of the vertigo; on the other hand, it was difficult every now and then to satisfy oneself that a patient whose vestibule had been operatively opened had really lost all power of response to tests. T Joutrn. of Laryngol., Lond., 1909, xxiv, p. 646. Mr. LAKE replied that the condition of the labyrinth in the first case was that there was a depression instead of a protuberance in the site of the external semicircular canal. He had never tested the nystagmus under an anaesthetic, and he could not see what useful purpose it could serve. In Case II the bone of the external semicircular canal was destroyed and the canal exposed. There was a fistula at each end of the canal, which was exposed after the removal of the exposed membranous canal. With regard to the relative value of the rotatory and caloric tests, he would place more reliance on the former. He had never yet had a septic labyrinth after a mastoid operation; he took such precautions as would prevent that. In Vienna he had seen the operator wash the wound out with sterilized water and pack it, even when there was a labyrinthine fistula. He (Mr. Lake) used the strongest antiseptic solution, at the time filling the cavity with Lister's or some similar strong solution. Perhaps the lack of the use of antiseptics on the Continent in such cases accounted for the frequency of labyrinthine suppuration there. The bone cavity should be treated as a septic wound. He did not think that in any of his cases there was a progressive infection. In Case IV the labyrinth was opened above, through the external canal and through the foramen ovale. Post-operative vertigo was not alone a question of infection, but he thought it must often be a form of cicatricial contraction or involvement of the vestibular and semicircular canal nerve fibres.
Dr. PIKE, in reply, said he thought the caloric reaction was decidedly more useful than the turning. BArAny said that when the labyrinth was normal, after the turning reaction to either side, there was 25 seconds' nystagmus or more; if one labyrinth was obliterated, the other labyrinth took on part (onethird) of the action of the other side-i.e., if, say, the right labyrinth was obliterated, then after 10 turns to the right one would get about 20 seconds' nystagmus to the left, after 10 turns to the left about 10 seconds' nystagmus to the right, whereas with both labyrinths intact one would have had about 30 seconds' nystagmus to right and left. Case IV did not show 25 seconds' nystagmus, but was practically equal on the two sides. The strength of the nystagmus depended largely on how suddenly the rotation of the patient was stopped. The cases also showed the difference between fistulae and erosion. In Vienna, where he was working in a clinique four months, he only once saw a definite "fistula symptom; " there was in the case a fistula into the external semicircular canal. It was a delicate test to do: One had to increase the pressure with an air balloon, and make the patient look steadily at the operator. If there was a strong and definite nystagmus on increasing pressure, there was a fistula into the labyrinth. If there was only slight nystagmus, it might originate in the foramen ovale or a deficiency in the foot-plate of the stapes. Was the vertigo caused entirely by the nystagmus ? If one moved the eyeball with the finger from side to side, objects in the room moved in the opposite direction, and so it looked as if the nystagmus might be the cause of the vertigo. But that that was not so entirely could be proved by doing the tests on blind people. Recently with the caloric test, in the case of a quite blind man, he got a strong caloric nystagmus. After a time he increased the amount of fluid he was using, and the patient said he felt " funny," and when made to stand up ho said he felt drunk, and that either he or the room was going round. The vertigo in this case could not be said to be an ocular effect.
Dr. MILLIGAN said that probably most members preferred the caloric test, but at Copenhagen, where he recently was, the first assistant had a most ingenious rotatory chair, which could be stopped absolutely suddenly, and he noticed that at the clinique more attention was paid to the rotatory than to the caloric test.
Demonstration of Hays' Pharyngoscope.
By W. MILLIGAN, M.D. THE pharyngoscope invented by Harold Hays, of New York, consists of a vertical and a horizontal shaft which join at right angles at the outer third. The inner portion of the horizontal shaft consists of a Hays' pharyngoscope. central circular tube with an electric-light carrier upon either side, the three components being incorporated in a flat piece of metal. From the inner end project two water-tight electric lamps which give an intense illumination, and which become sufficiently warm to prevent moisture condensing upon the lens, but not so overheated as to burn the surrounding mucosa. In the central tube is inserted the telescope made
